Abstract: As interest grows in the diffusion of evidence-based interventions (EBIs), there is increasing concern about how to mitigate implementation challenges; this paper concerns adapting an EBI for homeless women. Complementing earlier focus groups with homeless women, homeless service providers (n = 32) were engaged in focus groups to assess capacity, needs, and barriers with implementation of EBIs. Deductive analyses of data led to the selection of four EBIs. Six consensus groups were then undertaken; three each with homeless women (n = 24) and homeless service providers (n = 21). The selected EBI was adapted and pretested with homeless women (n = 9) and service providers (n = 6). The structured consensus group process provided great utility and affirmed the expertise of homeless women and service providers as experts in their domain. Engaging providers in the selection process reduced the structural barriers within agencies as obstacles to diffusion.
has been increasing concern about how to mitigate implementation challenges. Efforts to diffuse evidence-based interventions in diverse community settings have been described by others; some focused on increasing fidelity of implementation, [9] [10] [11] [12] [13] whereas others evaluated outcomes and procedures. [14] [15] [16] Community practitioners can provide valuable information about which EBIs might be most readily diffused and target populations can determine which EBIs best meet their needs. Considering the viewpoint of clients in decision-making can provide context-specific feedback for EBI implementation. In order to translate and implement EBIs that account for specific community needs and capacity effectively, collaborating with stakeholders (community members, leaders, and experts) at all stages of implementation is essential. 17 The current study used the CDC MAP 18 and ADAPT-ITT 19 frameworks to explore community-specific contexts for HIV prevention among homeless women in Los Angeles. It engaged homeless service providers and homeless women in focus and consensus groups to assess capacity, needs, barriers, and past experiences with similar interventions and select and adapt an EBI for translation to meet the specific needs of homeless women.
Diffusion of efficacious HIV behavioral intervention. During the past decade, substantial research has established the efficacy of several HIV risk reduction interventions; most success occurred among strategies implemented under highly controlled conditions. However, research on the diffusion of these interventions into the community has been limited and remains a primary public health issue. 20 It is only when HIV prevention interventions are disseminated effectively that it can be confidently concluded that they have reduced HIV risks. 21 In response to the need to translate HIV risk reduction EBIs, the Centers for Disease Control and Prevention (CDC) synthesized interventions identified as highly effective. 22 The Diffusion of Effective Behavioral Interventions (DEBI) program is designed to facilitate the dissemination of HIV prevention interventions to community service providers free of cost; the goal is to increase diffusion and implementation of these interventions with fidelity. [21] [22] [23] Improving capacity for implementation is key to effective translation.
The CDC MAP 18 and ADAPT-ITT 19 are models that serve as guides to the EBI adaption process. The CDC MAP outlines three distinct phases (assessment, preparation, and implementation) that include the following action steps: assess, select, prepare, pilot, and implement. 18 Inclusion of the target population, stakeholders, and organization employees is recommended. In addition to the assessment, selection (or decision), and preparation (or administration) phases of CDC MAP, 18 ADAPT-ITT 19 more clearly details the inclusion of topical experiences, integration, and training before the testing (pilot) phase. 19 Elements from both models highlight the need for a phased approach to adaptation and the inclusion of diverse stakeholders throughout the process.
Use of these models (among others) has led to cumulative knowledge of issues such as addressing the need for technical support, 9 creating a culturally appropriate adaptation of an intervention, 24 examining implementation fidelity, 10, 11 diffusing innovations through training, 13 and building community capacity. 12 Engaging with the community to adapt interventions is no longer seen as a "one-way transfer" but rather as a "multidimensional technology and information exchange" that emphasizes engagement to exchange knowledge. 25[p.6] The process recognizes the need to acknowledge the perspec-tives of community members and nurture involvement of community practitioners in the adaptation of interventions. Involvement of stakeholders in EBI implementation. Involvement of stakeholders is recognized as valuable and seen most often during the formative stages of intervention adaptation. However, this involvement should occur at all stages of selection and adaptation of an EBI and should include expanding stakeholder roles to determining specificity and feasibility of implementing the intervention. 17 This collaboration not only enables the development of more relevant interventions but also increases acceptability. 26 Gandelman, DeSantis, and Rietmeijer 27 stressed the importance of assessing community needs and capacity before deciding which EBI is best for a community and suggested guidelines for assessment. These types of needs assessments, if they occur, are not commonly reported in the literature. Developing an intervention with greater understanding of the community context increases the likelihood of its effectiveness and sustainability. 27 Key community members can serve as experts on the target issue, reflecting their own values, treatment preferences, and treatment goals;
28 participation leads to successful translation and outcomes. [29] [30] The nominal consensus group has significant utility in exploratory stages of research 31 and has advantages over other qualitative decision-making methods due to its greater structure. 32 Nominal consensus groups involve a democratic process 33 in which participants share their perspectives and solutions regarding a problem before ranking each intervention; the process encourages discussion. Because there has been limited research on involvement of community practitioners and target populations in selecting HIV risk reduction EBIs, use of nominal consensus groups is useful to the decision-making process. 31, 34 Present study. The importance of practitioner and consumer involvement in the selection of an EBI has been highlighted in previous research on shared decisionmaking. 28, 35 Despite their value, these methods have not been widely adopted. 36 No publications were found that had undertaken adaptation of an HIV risk reduction intervention for homeless women. Although one study discussed program consumers as important stakeholders who can help evaluate the feasibility, utility, and effectiveness of interventions and increase acceptability and motivation to participate in trials, 37 very little is known about the utility of including consumers in the implementation process. Because homeless women are particularly vulnerable to engaging in risky sexual behavior, including their voices in the selection and adaptation of an HIV risk reduction EBI places value on the knowledge and lived experiences of these women and empowers them to make changes to programs and services that affect them. Including providers acknowledges their expertise in the domain of homeless services and empowers them to lead, instead of simply implementing, changes offered by others. This study highlights the process of engaging community providers, consumers, and experts to select an evidence-based HIV risk reduction intervention for adaptation that meets the needs of homeless women. There are few published real-world examples of how to use the CDC MAP 18 and ADAPT-ITT 19 frameworks to adapt an EBI for a highly vulnerable population (e.g., homeless women); this work serves as an important illustration of the process for other researchers and practitioners.
Methods
Prior to this study, the study team assessed risk and preferences among homeless women in shelter settings, a critical first step in the adaptation process. 3, 5, 18, 38 Findings from focus groups (conducted in 2009 and 2010) with homeless women highlighted that similar to other high-risk women, these women noted issues of substance use and partner type as contributing to condom use; unique findings included expressions of hopelessness and the ways in which it contributed to not using condoms. 39 The current study expanded on this work, conducting focus groups with service providers and nominal consensus groups with providers and homeless women to select a DEBI intervention for adaptation. Five stages of data collection occurred, including community partners in the assessment, selection, and pretest stages 18 (see Figure 1 ). Each stage served as the foundation for the subsequent stage. Provider focus groups built on prior group sessions with homeless women and added valuable information related to agency-related desires and constraints. Participants provided consent and completed a short survey to gather agency-level data and personal demographics prior to group sessions. The study was approved by the institutional review boards of the University of Southern California and the RAND Corporation.
Settings and sample. Recruitment areas were the downtown, Westside, and northeast areas of Los Angeles. We selected these geographically distinct regions because of the density of homeless women's services and our intention to enhance the applicability of the adapted EBI to a broad population of homeless women. We adopted a purposive sampling strategy to recruit shelter providers and women. Participants in the provider focus and consensus groups were employees affiliated with homeless service organizations who had knowledge of services needed by and available to homeless women, were aware of agency resource capacity, and had direct contact with homeless women. Recruitment flyers were placed in agencies to encourage providers to contact the study coordinator. Providers who participated in the focus groups were also invited to participate in nominal consensus groups and the pretest phase; however, prior participation was not a requirement for later participation. Participants in the consumer consensus groups were homeless women who (a) were at least 18 years old, (b) had engaged in vaginal or anal intercourse during the past six months, and (c) spoke and understood English. Recruitment of these clients occurred through notification by service providers and invitation announcements posted at facilities.
Phase 1: Review of HIV prevention EBIs. One research team member was responsible for reviewing HIV prevention EBIs maintained by DEBI and developing a list with the qualities of each intervention. We considered interventions if they were designed for women reporting heterosexual sexual activity. Nine initial EBIs that matched these criteria were selected, with length of the interventions ranging from one to nine sessions (total programming time of 200-1,080 minutes). Information gathered included targeted behaviors, core elements, activities and procedures (e.g., role-playing), resources needed for implementation (e.g., staffing), program length, and number of sessions. This information informed the protocol for provider focus groups and facilitated discussions. Prior to meetings, an updated HIV/ AIDS prevention EBI review (9 EBIs identified) was conducted based on preliminary feedback from provider focus groups and expert interviews.
provider focus groups about the perceived need for an HIV EBI in each service area, current HIV intervention resources, perceived critical elements of an ideal intervention, and potential barriers and facilitators of intervention implementation. We held two focus groups in the downtown area (one included representatives from multiple agencies) and one in each of the two other regions (see provider demographic characteristics in Table 1 ). All focus groups lasted about 90 minutes; participants received $30 each. Two research team members (principal investigator and coinvestigator) facilitated all groups, which were audio recorded for later transcription. Phase 3: selection of EBIs for use in consensus groups. After focus group data were analyzed, the research team held two meetings in July and August 2012 to narrow down the EBI list to four candidates. All six research team members attended both 90-minute meetings. Notes were taken during both meetings to document the decision-making process. Informed by findings from the focus groups, as well as an updated EBI review, the team decided which EBIs should be kept, dropped, or tabled pending further information based on feasibility for shelter providers, intervention length, and potential costs. During the second meeting, tabled EBIs were discussed and either included or excluded based on the same criteria used during the first meeting. Using an iterative process, four EBIs were selected for discussion by consensus groups.
Phase 4: Consensus groups. Consensus methods are designed to facilitate decisionmaking among experts and stakeholders on challenging topics, including issues related to health care. [40] [41] [42] [43] The goal was to generate feedback on each of the selected EBIs, including a conclusive ranked list of EBI preference. In this study, we used a modified nominal group technique to conduct six consensus groups-three with providers and three with homeless women. The consumer groups occurred first, allowing feedback and opinions to be shared and discussed during provider groups. Although the provider group and consumer group scripts were quite similar, the former included a stronger focus on the fit of the EBIs with organizational capacity and constraints. Consensus groups with consumers and providers (one each in each target region) were conducted during September and October 2012. All groups were held at the facility where participants were recruited. After providing verbal consent for participation, each participant completed a short self-administered survey prior to the start of the group. Each session lasted approximately 120 minutes and was facilitated by either the principal or coinvestigator.
Nominal consensus groups began with the facilitator describing the four EBIs (see Box 1 for EBIs). The sequence in which we presented EBIs varied across groups to reduce primacy or recency bias. We orally presented information about each EBI (also provided in written form), including behaviors to be affected, core elements, activities and procedures, and number of sessions, to participants for discussion. During the provider groups, we also presented feedback from consumer consensus groups. After the presentation and discussion of all EBI candidates, each person ranked the four EBIs in order of preference on a piece of paper. Votes were tallied and the top-ranked Box 1. Based on the outcome of the consensus groups and building off the preferences of homeless service providers and homeless women, the principal investigator and coprincipal investigator undertook the first adaptation of the top-ranked intervention. Documentation of all changes, including modifications and the rationale for all changes, occurred throughout the process. The adaptation was reviewed by all study team members and feedback based on data from focus and consensus groups was documented. This adaptation and revision process occurred two more times. When a final draft was complete, interviews were conducted with homeless women and service providers for feedback. Fifteen individuals (six providers and nine homeless women; see Table 2 ) engaged in dyadic interviews (two individuals in each session; one session included a third participant). Interviews took place at organizations in northeast Los Angeles (two homeless women, two service providers), downtown (five homeless women, four service providers), and the Westside (two homeless women, two service providers). After consent was provided, two facilitators introduced the modified intervention manual (including content and videos) to participants, who provided feedback on each section, including relevance and utility to homeless women. Interviews lasted 1.5 hours and were audio recoded. A note-taker also attended each session. Participants received $30 each for their participation (one volunteer participant was not paid for participation). Analysis. All audio recordings were professionally transcribed verbatim. We triangulated notes with audio recordings to create a robust record of group discussions and assist with understanding any inaudible portions of the recordings. Three members of the research team (one coinvestigator and two doctoral students who served as notetakers during groups) completed deductive analysis 44 of the focus group data using the qualitative software program Atlas.ti 7.0. 45 First, a codebook was created based on the semistructured interview guide. All three individuals then coded the data to identify common themes. Codes with particular value to the implementation and adaptation of the EBI were also generated. Only concepts raised during two or more provider focus groups were considered themes. We did not analyze consensus group data for thematic content but instead used them to triangulate with notes taken during the groups. These included the process of EBI selection, criteria for EBI selection, content deemed relevant to homeless women, and vote counts. Notes taken during the pretesting phased have assisted in the final adaptation currently in process.
JUSTIFICATION FOR SELECTION OF FINAL HIV/ AIDS PREVENTION EBI CANDIDATES EBI Strengths

CLEAR
Results
Results presented here include a discussion of the four provider focus groups, the selection of four EBIs, a description of the consensus group process, and a discussion of the adaptation and pretesting of the selected EBI. The results highlight both the content and process of adapting an EBI for homeless women.
Provider focus groups. Thirty-two individuals participated in four provider focus groups in downtown Los Angeles (n = 17 across two groups), the Westside (n = 6), and northwest Los Angeles (n = 9). Participants included staff members at various organizational levels; 47% were direct service providers. Demographic characteristics are presented in Table 1 . Participants shared insights related to perceived needs, critical elements of interventions, and implementation barriers and facilitators.
Perceived needs. Across groups, most providers agreed that HIV risk reduction was a high priority due to risks associated with homelessness. One individual stated, "They live dangerously because they don't have the fear factor that we have when we get to a certain age. And so they are promiscuous and they do what they do. " Another participant commented, "It's so devastating because they are not on drugs or any of the other ailments, but just from the fact that [they] need the basic necessities I've seen some of these young girls turn to selling their bodies, right?" Participants noted a lack of accessible HIV interventions for homeless women; most providers referred consumers to outside agencies for services. Providers believed women prioritized basic needs, such as housing, food, or other urgent necessities for street survival, more highly than education and skills training. One provider said, "We notice a lot of women have a lot of other things that they feel are higher priority, you know, 'What kind of shelter am I going to be in tonight?' " Across groups, no providers felt homeless women received sufficient services related to HIV risk reduction. Although views differed on how programs might be implemented (generally regarding agency constraints), participants agreed that adapting an EBI to reduce the risk of HIV among homeless women was needed.
Critical elements of prevention programs. Most providers suggested a focus on HIV consequences and related risky behaviors, noting that most women had basic trans- Participants asserted that privacy was a significant concern for these women and should be a priority in program development. As noted by one provider, "I think one-on-one is more appealing because for a lot of women, confidentiality and trusting people is really hard, so I don't know, I think one-on-one works. " They also suggested using peer educators with shared life experiences as facilitators or cofacilitators.
Intervention barriers and facilitators. Because most agencies did not have an on-site HIV prevention program, providers highlighted staff training as important to sustaining the intervention. However, they noted physical space and financial limitations at both staff and organizational levels as potential barriers. Participants concluded that a brief intervention would not only help address organizational resource barriers, but also work best because most women reside in homelessness shelters for less than three months. Providing incentives for participation, ensuring that the intervention had an "empowerment perspective, " and bundling the HIV prevention with larger programs (e.g., women's health) were also suggested. One participant recommended "keeping it simple and making it sort of fun and interesting, like, you know, and definitely incentives and, like, fun giveaways. " Some individuals felt that because of continued HIV stigma, a program marketed as HIV-only might deter attendance and interfere with retention.
Intervention delivery. There was no consensus on how the intervention should be delivered (i.e., group vs. one-on-one sessions). This may have been due to differences in characteristics of clients served and organizational resources and culture. Some providers suggested that delivering the intervention in a group could reduce staffing burden and provide an opportunity for women to discuss HIV prevention. However, others said their consumers might not be willing to disclose intimate information in a group setting. For example, "It's a privacy thing, it's personal. And I don't think you would be effective if you do it in a group. " Some felt that conducting one-on-one interventions at teachable moments might be more effective. However, other providers thought that peers might make good facilitators. One participant said, "I think a testimony would be a good one, someone who is willing to share their story where others can relate to it. " Selection of EBIs. We began the selection process with nine identified EBIs. During the first meeting, four interventions were dropped: PROMISE, 34 Future is Ours, 46 Real AIDS Prevention Project, 47 and VOICES. 48 Reasons for these exclusions included being too general or having elements that were difficult to adapt, 34 being too long, 46 being too difficult to sustain and including male partners, 47 and issues regarding reliability of intervention materials and depth of skill acquisition. 48 Two interventions were retained: RESPECT 49 and Sister-to-Sister (STS). 50 We tabled decisions regarding the remaining three interventions-CLEAR, 51 SISTA, 52 and SHIELD
53
-because we felt more information was needed. During the second study team meeting SISTA 52 was eliminated because of session length and cultural specificity; SHIELD 53 and CLEAR 51 were retained. The final four interventions selected for presentation to homeless women and providers during nominal consensus groups were CLEAR, 51 RESPECT, 49 SHIELD, 53 and STS. 50 CLEAR 51 is a one-on-one evidence-based intervention that uses cognitive behavioral techniques for primary and secondary prevention. The intervention targets both males and females ages 16 and older who are either living with HIV/ AIDS or individuals who are currently HIV-negative but are at high risk for HIV infection. RESPECT 49 is also a one-on-one intervention that consists of two brief interactive counseling sessions; the intervention target population is women at increased risk for HIV and other sexually transmitted infections. SHIELD 53 is a group-level intervention for men or women who are or were 'hard' drug users. The implementation is of SHIELD is through trained peer educators to increase reach and accessibility this hard to reach population. Lastly, STS 50 is a brief (30 minutes) one-on-one intervention that is focused on promoting safer sex skills to women at risk for HIV infection. Box 1 provides a rationale for the selection of EBIs for consideration during consensus group meetings.
Client consensus groups. Twenty-four homeless women participated in three consensus group (eight in group one, seven in group two, seven in group three, and two in group four; see demographic characteristics in Table 2 ). The first group participated in two rounds of ranking and discussion. During the first round, CLEAR and STS were selected most often (votes: CLEAR = 4, STS = 3, RESPECT = 1, SHIELD = 0). After discussion, a second ranking resulted in most participants selecting CLEAR as their top choice (CLEAR = 6, STS = 2). Respondents noted the most significant positive aspect of CLEAR was its inclusion of contextual factors. However, women said the adapted intervention should include the skills and communication training and roleplaying found in STS. The second group unanimously selected SHIELD during the first ranking. We believe this group's clear preference for SHIELD, a unique outcome, was due to this agency's strong emphasis on substance use recovery, a primary focus of the intervention. Because the selection was unanimous, no second ranking process occurred. One disadvantage of SHIELD noted by this group was its length, making it problematic for a transitional setting. The third group was split between CLEAR and STS upon first ranking (CLEAR = 4, STS = 3; no votes for RESPECT or SHIELD). Discussion included concern from some participants that STS focused solely on HIV and that the length of this intervention was too short. A second ranking did not occur because, as a group, the women decided to prioritize CLEAR. For the fourth census group, four women were confirmed to attend; only two were able to actually do so. While a smaller group size, we ran this session as we did the others. The women were active participants who both selected STS as their top choice of intervention. A vote was not taken at this meeting because of the women's affinity for STS. Results from the consensus groups indicated that the women were fairly split between the CLEAR and the STS interventions, highlighting strengths and concerns related to both. Women liked that CLEAR included contextual factors but thought that it needed the infusion of the skill building, role-playing, and partner negotiation elements found in STS. They emphasized a need for a skills-based intervention that was sensitive to the contexts of homeless women's lives.
Provider consensus groups. Twenty-one individuals participated in the provider consensus groups (eight in group one, five in group two, and eight in group three; see demographics in Table 1 ). The first ranking by the provider group was split between CLEAR and STS (3 votes each; SHIELD = 1, RESPECT = 0). Comments after the first ranking included concerns that CLEAR might not work for homeless shelters, but that STS needed to be lengthened and should include foundational topics (e.g., why women engage in risk behaviors). The second provider group also prioritized CLEAR and STS on first ranking (CLEAR = 2, STS = 3; no votes for RESPECT or SHIELD). Participants discussed incorporating elements of CLEAR into STS. For groups that did not conduct a second vote, facilitators discussed the elements of the top two choices and asked participants why they had chosen each intervention. The group discussed how these two interventions might be integrated-for example, which intervention might serve as the foundation and what elements from the second might be used to supplement. Finally, facilitators asked if participants agreed to using STS as a framework and supplementing content with elements from CLEAR, including a discussion of the specific elements to be integrated; both groups did. The last group's first ranking was varied (CLEAR = 1, STS = 3, RESPECT = 2, SHIELD = 2). Participants discussed how to prolong STS and include safe drug use. Results from the second ranking showed clear support for STS (STS = 6, CLEAR = 0, RESPECT = 1, SHIELD = 1).
In general, the provider consensus groups indicated a preference for STS, whereas those with homeless women indicated an interest in an adapted model that included elements of both CLEAR and STS. Overall, providers felt that STS was the most feasible EBI to deliver; although the intervention was not ranked highest by homeless women, they liked the skills-building elements, the female-focused empowerment lens, and the personal nature of the engagement. Concerns about its length (too short) and HIV-only focus were discussed during the consensus groups. This discussion in the women's group was mirrored within the provider groups. Facilitators noted these comments and discussed ways in which, for instance, including specific content from the CLEAR intervention as one way to adapt STS to best meet the needs of homeless women; this perspective then guided the adaptation of the STS intervention.
Adaptation interviews. Participants were allowed to freely provide feedback on the manual. Upon review of audio recordings, a chart was created to document and aggregate feedback. Comments were related to content, flow, and value of time spent in each section. Although core elements of the interventions were preserved, changes allowed for a curriculum that meets the unique needs of homeless women. A review by the study team was completed; two doctoral students on the team revisited the final manual draft to ensure all feedback had been integrated appropriately. The study team completed a final review during an in-person meeting to make decisions about which changes to accept. Pilot-testing of the finalized curriculum began in February of 2014 and will continue through Spring 2014.
Discussion
Effective adaptation of interventions is critical for the success of interventions in community-based settings. We adapted an intervention using the CDC MAP 18 and ADAPT-ITT 19 frameworks and described the process of implementation. There are few published studies that have provided readers with a description of real-world implementation of these frameworks to adapt an EBI for a very marginalized population; the information provided here can be used by any practitioner or organization undertaking a similar process. Use of existing evidence-based interventions allows for the improvement of HIV prevention efforts in the field 54, 55 and provides the community with a likely cost-effective approach to diffusing HIV risk reduction interventions to vulnerable and often marginalized populations such as homeless women. Although interventions with strong evidence exist and are made available to community providers through the CDC DEBI program, translation of EBIs into community practice has been limited due to site resource constraints, poor fit with target population needs, and mismatches between researcher and site preferences. [54] [55] [56] Identification of interventions for diffusion is often solely led by researchers, which can decrease the likelihood of sustained diffusion once the project funding is removed. To address gaps in the selection of HIV risk reduction interventions, we included homeless service providers and homeless women in the needs assessment, selection process, and pretesting adaptation process. Providers were able to share their expertise with researchers, describing the provision of services to homeless women and sharing the experiences of the women they serve (as well as noting perceived needs of homeless women). We also engaged homeless women in the process of selecting an intervention that would directly affect them. These women were also treated as experts and helped drive the decision-making process. Although not a traditional community-based participatory research approach, this strategy of engaging stakeholders in the decisionmaking process showed respect for the unique knowledge and expertise of participants.
Evidence-based interventions must be adapted for use with differing populations and settings to maximize their effectiveness. 16, 18, 54 This is one of few studies that involved engaging stakeholders (providers of services to homeless women, HIV experts, and homeless women) in the process of identifying the unique challenges faced by homeless women and using this information to guide the mutual selection and adaptation of an EBI to reduce HIV risk among homeless women. Our findings provide new evidence of the importance of field-based EBI translation. Conclusions about the four EBIs selected for presentation were driven by data from focus groups; the selection of the final EBI was a provider-and consumer-informed process instead of being led by researchers. Although adaptation was led by researchers, homeless women and service provides were engaged again as experts in the testing and revision of the final adapted intervention.
Lessons learned. The greatest benefit of this approach was the engagement of homeless women in shared decision-making related to interventions in which they will have the opportunity to engage. Homeless women are experts on how women experience homelessness; when empowered as part of the process their input can help increase the likelihood that the adapted EBI will meet their needs (thus increasing participation in and satisfaction with intervention-related services). This is an important lesson not only for researchers who are developing and evaluating these interventions, but for practitioners who are deciding which programs and services best meet the needs of their consumers. Obtaining feedback from prospective consumers on these programs and services prior to implementation would require minimal provider time and effort and could yield gains in terms of both actual and perceived relevance of the programs to consumers. Enhanced relevance to the women in turn may translate into increased participation rates and effectiveness for the population, thus justifying provider investment in the program and enabling all to experience the satisfaction of improved health and risk reduction. Indeed, in the present study, the providers' unwavering commitment and dedication to serving this population has been abundantly evident in their collaboration and has been a key ingredient in the success of this research initiative.
One of the biggest obstacles to diffusion of interventions is structural barriers within agencies and thus the involvement of providers in the process is critical. When providers are engaged in identifying these issues prior to selection, the likelihood of choosing an EBI that is most feasible for the organization (and thus increasing the likelihood of sustainability) is improved. Further, when providers are part of the selection process, they are engaged in deciding what they most want to learn (increasing their skills and ability) and what best fits a modified practice routine, because the sustainability of the program is dependent on providers making the intervention part of routine services. Including both consumers and providers in the process appeared to have the indirect effect of empowerment. Including disenfranchised individuals in the decision-making process acknowledges the value of their lived experiences and elevates them to the role of expert. When individuals are respected they become invested in the process, and this in turn facilitates the implementation and diffusion process. A secondary positive outcome was enhanced collaborative relationships between the research team and the participating organizations, which were forged through the meeting of mutually agreedupon goals. Organizational needs were acknowledged and respected and organization members were drivers of the process.
Although we believe the inclusion of providers and consumers in the process of selecting an EBI to reduce HIV among homeless women will contribute to the diffusion of such interventions, the process is time consuming. Coordination of focus groups in busy organizations was a challenge. Incentives were helpful, as was the provision of lunch for those groups held during the midday break period. This should be considered by others planning to collaboratively select an EBI for adaptation. Accounting for the differing needs and missions of each organization and other differences (i.e., length of shelter stay) is also a challenge in the selection process. We believe this element is what drove the selection of a one-dose intervention (single session) for adaptation rather than a multimodule intervention approach. This further emphasizes the need to engage with providers and consumers to generate a culturally relevant HIV risk reduction intervention for homeless women that meets various organizational constraints including time and resources needed. This investment translates to the adaptation of a program that increases the intervention's perceived utility to the population and maps on well to the organizational environment, mission, and goals.
Limitations. We engaged with providers and homeless women who were affiliated with service organizations that agreed to allow outreach and participation. Although the individuals represented some of the largest agencies serving homeless women, they were not representative of all providers who serve homeless women in the county. Further, although 21 agency representatives and 22 homeless women participated in the consensus group process, others may have prioritized the selection of alternative HIV risk reduction EBIs. However, we believe that the consensus group process greatly increased the likelihood that the selection of STS for adaptation to meet the HIV risk reduction needs of homeless women was a thorough process that allowed all opinions to be heard.
Our objective was to develop a collaborative approach to selecting an EBI for HIV sexual risk prevention among homeless women that holds the promise of successful translation into ongoing practice in the Los Angeles homeless community. To reduce HIV incidence, it is necessary to implement and sustain EBIs in communities that serve highly vulnerable populations, yet translation of EBIs to these communities has been minimal. 56, 57 Evidence-based interventions must address HIV sexual risk behaviors among homeless women, but community-based providers face barriers to translating EBIs into routine practice due to poor fit with new settings and populations. Although efforts to include community stakeholders are time consuming, the costs are outweighed by the value of ownership developed throughout the process and the increased potential for sustained diffusion.
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